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 Jaundice is a constant symptom ami varies from mild transient attacks
to true obstructive jaundice. The common occurrence of jaundice in
hepatic hydatid disease can hardly he o\er-emphasi/ed. I Tver may he
entirely absent for months, but with the almost inevitable onset of
infective processes in all cases in which the leakage continues inter-
mittent fever with rigors appears.
These cases simulate cholelithiasis very closely, and this is the
commonest error of diagnosis even in Australia, Hydatid disease
involving the ducts lends to occur at a somewhat eailicr age than stone
in the common duct and, unlike gall-stones, ufleets males <i little more
often than females (occupational aetiology); gall-stones often give a
fairly long history, whereas hydatid disease is often di a ma lie in its
onset, and the pain produced by the soft slippery hydatid membrane
is not so severe as that of gall-stones. Hepatomegaly is the rule in
hydatid disease, and examination of the stools under a lap of running
water will often reveal hydatid debris. Radiography and the immuno-
logical reactions are invaluable aids to the diagnosis of these cases.
In untreated cases the symptoms may continue foi many years (up
to twenty-seven in one case), while fractional evacuation of the cyst
takes place, but the patient continually runs the risk of infective
cholangitis with its serious if not fatal consequences.
As soon as the diagnosis is made, operation should be advised. This
consists in evacuation and drainage of the cyst with or without (depend-
ing on the degree of block and infection) drainage of the common bile
duet. There are many interesting surgical problems associated with
the management of these cases, for a consideration of which special
articles should be consulted (Finocchictto; Carrodus).
(b) Suppuration
This is caused by the introduction of organisms, practically always
from the biliary passages, into the cyst. This can only occur after some
degree of intrabiliary rupture and is a common sequel of any such
rupture. The organisms vary greatly, but in at least 20 per cent of cases
anaerobic bacilli arc present. The cavity becomes (Hied with pus, the
adventitia as a rule is converted into a pyogenic membrane, and the
surrounding hepatic tissue often shows signs of hepatitis.
Clinically these cases show all the symptoms and signs of intrahcpatic
suppuration. As a safety-valve cflect may be present, the tension and
the degree of toxaemia produced vary greatly. Although as a rule the
latter is severe, a large infected cyst of low tension is sometimes com-
paratively well tolerated. In some cases the cavity contains gas, and
so a hepatic pneumocyst is produced which gives varied signs on
percussion or radiography.
In those cases in which frank intrabiliary rupture has taken place
with classical signs and symptoms the diagnosis is readily made. In
other cases, however, there may be great difficulty in determining
whether the infective process is intrahepatic or extrahepatic and whether

